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42 CFR Ch. IV (10–1–11 Edition) § 405.2452 

§ 405.2452 Services and supplies inci-
dent to clinical psychologist and 
clinical social worker services. 

(a) Services and supplies incident to 
a clinical psychologist’s or clinical so-
cial worker’s services are reimbursable 
under this subpart if the service or sup-
ply is— 

(1) Of a type commonly furnished in a 
physician’s office; 

(2) Of a type commonly furnished ei-
ther without charge or included in the 
Federally qualified health center’s bill; 

(3) Furnished as an incidental, al-
though integral part of professional 
services furnished by a clinical psy-
chologist or clinical social worker; 

(4) Furnished under the direct, per-
sonal supervision of a clinical psychol-
ogist, clinical social worker or physi-
cian; and 

(5) In the case of a service, furnished 
by a member of the center’s health 
care staff who is an employee of the 
center. 

(b) The direct personal supervision 
requirement in paragraph (a)(4) of this 
section is met only if the clinical psy-
chologist or clinical social worker is 
permitted to supervise such services 
under the written policies governing 
the Federally qualified health center. 

PAYMENT FOR RURAL HEALTH CLINIC 
AND FEDERALLY QUALIFIED HEALTH 
CENTER SERVICES 

SOURCE: 57 FR 24976, 24977, June 12, 1992, 
unless otherwise noted. 

§ 405.2460 Applicability of general pay-
ment exclusions. 

The payment conditions, limitations, 
and exclusions set out in subpart C of 
this part, part 410 and part 411 of this 
chapter are applicable to payment for 
services provided by rural health clin-
ics and Federally qualified health cen-
ters, except that preventive primary 
services, as defined in § 405.2448, are 
covered in Federally qualified health 
centers and not excluded by the provi-
sions of section 1862(a) of the Act. 

§ 405.2462 Payment for rural health 
clinic and Federally qualified 
health center services. 

(a) Payment to provider-based rural 
health clinics and Federally qualified 

health centers. A rural health clinic or 
Federally qualified health center is 
paid in accordance with parts 405 and 
413 of this subchapter, as applicable, 
if— 

(1) The clinic or center is an integral 
and subordinate part of a hospital, 
skilled nursing facility or home health 
agency participating in Medicare (that 
is, a provider of services); and 

(2) The clinic or center is operated 
with other departments of the provider 
under common licensure, governance 
and professional supervision. 

(b) Payment to independent rural 
health clinics and freestanding Federally 
qualified health centers. (1) All other 
clinics and centers will be paid on the 
basis of an all-inclusive rate for each 
beneficiary visit for covered services. 
This rate will be determined by the 
intermediary, in accordance with this 
subpart and general instructions issued 
by CMS. 

(2) The amount payable by the inter-
mediary for a visit will be determined 
in accordance with paragraphs (b)(3) 
and (4) of this section. 

(3) Federally qualified health centers. 
For Federally qualified health center 
visits, Medicare will pay 80 percent of 
the all-inclusive rate since no deduct-
ible is applicable to Federally qualified 
health center services. 

(4) Rural health clinics. (i) If the de-
ductible has been fully met by the ben-
eficiary prior to the rural health clinic 
visit, Medicare pays 80 percent of the 
all-inclusive rate. 

(ii) If the deductible has not been 
fully met by the beneficiary before the 
visit, and the amount of the clinic’s 
reasonable customary charge for the 
services that is applied to the deduct-
ible is— 

(A) Less than the all-inclusive rate, 
the amount applied to the deductible 
will be subtracted from the all-inclu-
sive rate and 80 percent of the remain-
der, if any, will be paid to the clinic; 

(B) Equal to or exceeds the all-inclu-
sive rate, no payment will be made to 
the clinic. 

(5) To receive payment, the clinic or 
center must follow the payment proce-
dures specified in § 410.165 of this chap-
ter. 
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Centers for Medicare & Medicaid Services, HHS § 405.2466 

(6) Payment for treatment of mental 
psychoneurotic or personality dis-
orders is subject to the limitations on 
payment in § 410.155(c). 

[71 FR 55345, Sept. 22, 2006] 

§ 405.2463 What constitutes a visit. 
(a) Visit—(1) General. (i) For rural 

health clinics, a visit is a face-to-face 
encounter between a clinic or center 
patient and a physician, physician as-
sistant, nurse practitioner, nurse mid-
wife, visiting nurse, clinical psycholo-
gist, or clinical social worker. 

(ii) For FQHCs, a visit is— 
(A) A face-to-face encounter, as de-

scribed in paragraph (a)(1)(i) of this 
section; or 

(B) A face-to-face encounter between 
a patient and a qualified provider of 
medical nutrition therapy services as 
defined in part 410, subpart G of this 
chapter; or a qualified provider of out-
patient diabetes self-management 
training services as defined in part 410, 
subpart H of this chapter. 

(2) Medical visit. A medical visit is a 
face-to-face encounter between a clinic 
or center patient and a physician, phy-
sician assistant, nurse practitioner, 
nurse midwife, or a visiting nurse; and 
for FQHCs only, a medical visit also in-
cludes a separately billable medical nu-
trition therapy visit or a diabetes out-
patient self-management training 
visit. 

(3) Other health visit. An other health 
visit is a face-to-face encounter be-
tween a clinic or center patient and a 
clinical psychologist, clinical social 
worker, or other health professional for 
mental health services. 

(b) Encounters. Encounters with more 
than one health professional and mul-
tiple encounters with the same health 
professional that take place on the 
same day and at a single location con-
stitute a single visit, except when one 
of the following conditions exist: 

(1) After the first encounter, the pa-
tient suffers illness or injury requiring 
additional diagnosis or treatment. 

(2) The patient has a medical visit 
and other health visit(s), as defined in 
paragraph (a) of this section. 

(c) Payment. Medicare pays for more 
than one visit per day when the condi-
tions in paragraph (b) of this section 
are met or a separate visit under para-

graph (a)(1)(ii)(B) of this section is 
made. 

[71 FR 69782, Dec. 1, 2006] 

§ 405.2464 All-inclusive rate. 
(a) Determination of rate. (1) An all-in-

clusive rate is determined by the inter-
mediary at the beginning of the report-
ing period. 

(2) The rate is determined by dividing 
the estimated total allowable costs by 
estimated total visits for rural health 
clinic or Federally qualified health 
center services. 

(3) The rate determination is subject 
to any tests of reasonableness that 
may be established in accordance with 
this subpart. 

(b) Adjustment of rate. (1) The inter-
mediary, during each reporting period, 
periodically reviews the rate to assure 
that payments approximate actual al-
lowable costs and visits for rural 
health clinic or Federally qualified 
health center services and adjusts the 
rate if: 

(i) There is a significant change in 
the utilization of clinic or center serv-
ices; 

(ii) Actual allowable costs vary ma-
terially from the clinic or center’s al-
lowable costs; or 

(iii) Other circumstances arise which 
warrant an adjustment. 

(2) The clinic or center may request 
the intermediary to review the rate to 
determine whether adjustment is re-
quired. 

§ 405.2466 Annual reconciliation. 
(a) General. Payments made to a 

rural health clinic or a Federally quali-
fied health center during a reporting 
period are subject to reconciliation to 
assure that those payments do not ex-
ceed or fall short of the allowable costs 
attributable to covered services fur-
nished to Medicare beneficiaries during 
that period. 

(b) Calculation of reconciliation. (1) 
The total reimbursement amount due 
the clinic or center for covered services 
furnished to Medicare beneficiaries is 
based on the report specified in 
§ 405.2470(c)(2) and is calculated by the 
intermediary as follows: 

(i) The average cost per visit is cal-
culated by dividing the total allowable 
cost incurred for the reporting period 
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